(25.0-29.9), obesity class I (30.0-34.9), obesity class and obesity class III (!40.0). Obstructive sleep apnea was defined by the apnea hypopnea index (AHI) with a threshold of AHI!5 indicating the presence of OSA. The severity of OSA was stratified as not present (<5.0), mild (5.0-14.9), moderate (15.0-29.9) and severe (!30.0). The odds of OSA for each obesity category was investigated. RESULTS: The sample size included 181 pregnant women (mean age 29.9AE5.8 years, and mean gestational age 30.4AE7.3 weeks). Twentynine percent of women were overweight and an additional 56% were obese; 33% had OSA. The odds ratio for the presence of OSA for each obesity class is shown in Table 1 . The positive predictive value for the presence of OSA in women with obesity class II or III was 95% and with a negative predictive value of 66%. CONCLUSION: Pregnant women overweight and obese are at significantly increased odds of unrecognized OSA. This is particularly apparent in those with obesity class II or III. Since OSA is associated with significant morbidity and can be treated in pregnancy, it would be pertinent to evaluate all women with a BMI!35 for OSA.
OBJECTIVE:
To evaluate the risk of postpartum endometritis, wound infections (WI) and breast abscess (BA) after different modes of delivery in overweight, obese and morbidly obese women compared to normal weight women. STUDY DESIGN: A population based observational study. All deliveries in Sweden during the years 2005 to 2012 (n¼ 841780) were included in the study. Data were collected from the Medical Birth Register, the Patient Register and the Prescribed Drugs Register, which are all validated and together have over 99 percent coverage during the study period. Postpartum endometritis, WI and BA were defined as the presence of applicable ICD-10 codes given within eight weeks postpartum. The reference population was women without infection diagnosis and without dispensed prescription of antibiotics within eight weeks postpartum.
The women were categorized according to weight and height in early pregnancy into five Body Mass Index (BMI) classes. Odds ratios were determined using Mantel Haenszel technique, with adjustments for year of delivery, maternal age, parity and smoking in early pregnancy.
RESULTS:
There was a dose-dependent relationship between an increasing maternal BMI and a higher risk for postpartum infections, reaching a 50 percent increased risk in the morbidly obese group.
The risk of endometritis and WI increased whereas the risk of BA decreased with higher BMI-class. (Table 1) The risk of endometritis increased with higher BMI after normal vaginal delivery, but not after instrumental delivery or after caesarean section (CS). For morbidly obese women the OR:s and 95% CI after normal vaginal delivery, instrumental vaginal delivery and CS were respectively: 1.45 (1.29-1.63), 1.14 (0.77-1.69) and 1.12 (0.91-1.31). The risk of WI after CS increased with higher BMI and did not differ whether it was an elective or emergency CS. (Figure 1) The risk of BA after normal vaginal delivery and CS was reduced when BMI was higher, whereas it was the same in different BMIclasses after instrumental vaginal delivery. CONCLUSION: BMI was an independent risk factor for postpartum endometritis after normal vaginal delivery and for WI after CS. There was no difference in how BMI affected the risk of WI after CS whether it was a planned CS or an emergency CS. Obese women are at smaller risk of BA, which is probably attributed to the fact that obese women tend to breast feed at a lower extent.
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